Background. The uptake and utilisation of allied health assistants as professional support staff has been variable across disciplines and jurisdictions. While these roles are potentially very important in the current health workforce context, there is little agreement on their roles or the most suitable methods to define these roles.
Introduction
Allied health assistants (AHA) are support staff who undertake tasks delegated by an allied health professional (AHP). While the uptake and utilisation of AHAs has been variable across allied health professions and jurisdictions,(1) these roles are an important and growing response to current health workforce needs.(1) The use of AHAs can lead to more effective and efficient use of workforce skills, contribute to improving patient outcomes and assist in managing demands on allied health services.(2-5) While there have been key recommendations to expand the role and scope of practice of AHAs,(6) the most suitable mechanisms for doing so are not clear, and there is little agreement on the roles AHAs should undertake. (7) Position statements from many allied health professional associations provide guidance on suitable tasks to delegate to an assistant; however they vary considerably in terms of the nature, and the extent of recommendations for such delegated tasks. (8) (9) (10) (11) (12) (13) Likewise, beyond profession-specific settings, AHA guidelines pertaining to rural areas, (14, 15) community settings,(16) for roles in rehabilitation, (17) and across certain disciplines,(18) all tend to be relatively distinct.
In an Australian attempt to summarise and review this work,(7) potential AHA tasks were identified and grouped into clinical and non clinical categories. In that review a number of contested tasks were also identified. Such contested tasks, which typically challenge professional boundaries, are extensive and include: admission, assessment, prescribing, interpreting, planning and modifying treatment, administering clinical modalities, and discharge.(7) To date, questions of the suitability of AHA roles to perform such tasks remain unresolved. (7) In light of such ambiguity, the processes by which AHA tasks and roles are defined within specific practice settings are particularly important. The approaches used to define the roles and/or scope of practice of support workers in health care are as varied as the roles themselves, including interviews,(2) focus groups, (19) and surveys. (20) (21) (22) Most studies have focussed on practice settings and stakeholders, with one UK study using a documentary analysis that spanned a 25 year period. (23) In planning for the current project, it was determined that a comprehensive method was required. Namely, that a preparatory phase comprising literature and document reviews, role description analyses, and focus groups would comprise a strong foundation for a large scale Delphi survey. (24, 25) The Delphi survey aimed to define the role of AHAs to inform a potential clinical progression pathway for this workforce across three levels from trainee to full (standard) and advanced scope positions, as part of an industrial agreement. This work occurred in parallel with explorations of the training and support needs of AHAs. These strategies were initiated in the context of ongoing reform within Queensland public health services.
Methodology
Preparation to define AHA roles comprised the following. First, a literature review was undertaken, including familiarisation with relevant work conducted in Queensland Health, as well as nationally and internationally. Second, a pilot survey of current AHAs and AHPs was undertaken to determine the types of roles and qualifications held by assistants. Descriptions of AHA roles in Queensland public health services were obtained and analysed. The nature of tasks being performed, levels of autonomy and supervision, differences between roles at different remuneration levels, qualifications recommended or required, and the nature of tasks excluded from the roles, were documented.
Third, 26 focus groups were conducted (separate AHA and AHP groups) in 13 sites across Queensland to provide actual practice information on the roles and tasks undertaken by AHAs. In the focus groups, two project officers presented findings of the literature review and pilot survey, recording participant responses and main points of group discussion regarding AHA roles. Proceedings in the form of transcribed notes were thematically analysed. Results of this analysis, combined with key information extracted from the literature review and pilot survey were summarised into role statements, which were the foundation for the Delphi survey.
Delphi Survey
The Delphi process, which is the focus of the current paper, comprised a series of progressive surveys sent out to a self selected panel of AHAs and AHPs. The rigour and suitability of this method in health services research has been noted, (25) particularly when it is based on careful preparation of source material, and uses successive rounds, as in the present study. In each round of the survey, panellists were provided with a list of statements describing the role of AHAs at three levels of practice: trainee, full (standard) scope, and advanced scope of practice. Panellists were asked to review each statement and indicate the extent to which they agreed or disagreed that the statement fits with their views on what the role and scope of practice should be. They rated their level of agreement (1 -strongly disagree, to 10 -strongly agree), with ratings of 7-10 noted as high levels of agreement.
Panellists were also asked to provide qualitative feedback about the statement, briefly explaining why they agreed or disagreed with the statement. They also had the option to re-write the statement to more accurately reflect their views.
This feedback was used to revise statements that attracted relatively low levels of consensus (i.e. where less than 80% of panellists rated a high level of agreement with the statement). Each successive round incorporated the findings from the previous surveys, and provided panellists with an opportunity to comment on the revised role descriptions. Once consensus had been achieved (i.e. where at least 80% of panellists rated a high level of agreement) the role statement was not included in subsequent Delphi rounds. Table 1 about here Invitations to participate in the Delphi survey were advertised widely across all AHA and AHP positions in the Department through internal staff mechanisms and expressions of interest. In light of the diverse nature of the workforce and the geography of Queensland public health services, an electronically administered format was chosen. As reflected in Table 1 , 188 AHAs and AHPs registered to participate in the Delphi, and 107 of these completed all three rounds of the survey 
Results
Despite slight attrition throughout the Delphi, composition in terms of representativeness of the participant group remained stable across professional groups, disciplines and geographically. Overall return rates were 74% (round 1), 73% (round 2) and 63% (round 3). Table 1 reflects that the geographical spread of participants in the survey was mostly from regional and metropolitan areas, with approximately 17% from rural and remote areas. Most participants were AHPs, and in keeping with the area of the study, 46% were AHAs. Tables 3 and 4 indicate that a high level of agreement (more than 80% of panellists rating their agreement with the statement as 7 or more out of 10) was reached for 35 out of 42 statements by the end of round 3. This represents 83% of the total number of statements. Table 3 indicates that consensus levels rose in the second and third rounds of the survey compared with round 1, and that higher levels of agreement were achieved for the trainee level role statements. Table 4 about here Table 4 reflects that statements relating to patient education, group interventions, referrals, support and mentoring and training and development all showed over 80% consensus across all three positions. For the four skill-related statements, minor revisions were made and consensus was achieved after round one. High levels of consensus were not reached on two of the full (standard) scope statements (documentation and treatment) and five of the advanced scope of practice statements (documentation, treatment, leadership, assessment and team participation, Table 4 ).
Discussion
To provide insight into the results and levels of agreement between panellists, qualitative comments were reviewed. High levels of agreement were evident for all trainee level role statements, as well as for those full (standard) and advanced scope statements in which there was minimal perceived clinical risk, some historical precedent, no perceived threat to the role of the professional (including to the role of students and new graduates), or where clinical judgement was not required. This is consistent with previous research on the implementation of such positions, (19, 28) and indicates that there are a number of AHA roles and functions which are readily accepted by most key stakeholders. (29) Conversely, agreement was more difficult to achieve for full (standard) and advanced scope task statements relating to assessment, treatment, leadership, documentation and team participation. Such tasks have been described as "contested tasks" by other authors. (7) In the present study, contested aspects of these tasks were evident in concerns raised by panellists about legal implications (especially regarding documentation in medical records), perceived risk to the patient (of injury or reduced quality of care), and tasks requiring levels of clinical judgement (such as prescribing equipment, evaluating patient progress, modifying treatment programs and discharging patients).
Likewise, in some cases agreement levels were low when panellists noted ambiguity of terminology (for example, 'modifying treatment programs', and 'assessment').
For tasks where assistants indicated they lacked confidence about their ability to perform the role, or were unclear about their legal status to act with that level of autonomy, agreement was not attained.
Delphi survey results also reflected considerable variation between disciplines in the tasks they were willing and able to delegate to an assistant. Those professions that had a long history of working with assistants (e.g. Physiotherapy) tended to use them more broadly. This variation meant that a comprehensive generic AHA role description was not attainable across all allied health. Separate role descriptions were developed for Pharmacy, Social Work and Radiography. Subsequent trials relied on discipline-specific task lists to complement a more basic generic role description.
In future, the trainee role may have some applicability for school based trainees, or where an allied health assistant has no previous experience. Based on these data and subsequent negotiations, implementation of an advanced scope of practice role for allied health assistants is challenging, partly due to lack of existing formal training and ongoing contention regarding the scope of practice at this level.
Finally, given that there was no educational or training precedent for the advanced scope position, panellists appeared to have difficulty conceptualising the role.
However, the degree of agreement established is a meaningful starting point for future role development in conjunction with adequate training and clinical governance.
Procedurally, online administration of the survey was seen as very efficient, being both convenient and quick for panellists to engage. The use of an external consultant to administer the survey facilitated anonymity and allowed completion of the process over a relatively contracted four month period. In addition to meeting programme milestones, the timeframe helped to maintain panellist motivation and interest.
Limitations
A key limitation of this study was that the panel was not representative of actual staff numbers in the workforce. This shortcoming was anticipated; however it was felt that a self selected sample of staff who were willing to participate was preferable to a poor response rate. Self selection appeared to ensure meaningful engagement and high response rates throughout the study. Further, while self selection is likely to have attracted participants who felt strongly about this issue, high levels of consensus were achieved, despite a diversity of opinion.
Conclusions
This study and methodology was one step in the process to define the role and scope of practice of AHAs within Queensland public health services. The Delphi process was a useful means of engaging the workforce, drawing opinions and informing subsequent negotiations and implementation.
It resulted in greater acceptance of the full range of patient related tasks that an allied health assistant can undertake at the full (standard) scope level, which will facilitate this positions and enable AHPs to work more efficiently and effectively to their full scope of practice. At the advanced scope level however, the same degree of agreement on the meaning of role statements was elusive, and linked with a lack of education and training frameworks for these roles. Figure 1 . Discipline area representation
